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PERSONAL INFORMATION

Last Name:

APPLICATION
941 Durham Road
Langhorne, PA 19047-5738
Phone: (215) 750-6161
Fax: (215) 750-7592

Present Address:

Home Phone:

| Print Form |

Emergency Contact:

Email Address:

First Name: Middle Initial:
City: State:  Zip Code:
Cell Phone:
Relationship: Phone:

Social Security Number:

Type of assignment in which you are interested?

Best time to reach you?
Preferred contact method?

Shift Preferences?

Are you eligible to work in the United States?

Have you ever been convicted of a felony or misdemeanor?

If yes, please explain:

Describe any physical limitation, which may interfere with your ability to perform the essential job functions for which

you are applying:

Additional information about yourself, which will aid in evaluating your career interests and abilities:

Have you ever had your nursing license suspended or revoked?

If yes, plase list states and disposition of case:

STATE LICENSURE

State of License

License Number

Expiration Date
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SPECIALTY CERTIFICATIONS

Specialties:

Specialty Certifications: Date Completed:

PROFESSIONAL CREDENTIALS / CERTIFICATIONS

Certification: Expiration Date:

Discipline: RN LPN NP (Nurse Practitioner)

EDUCATION

(Start with your most recent degree and complete one entry for each degree earned including College, High School, and any other relevant degrees)

Degree No.1

Institution: Phone:

Campus Location:

Course of Study: Degree:

Start Date: Graduation Date:
Degree No.2

Institution: Phone:

Campus Location:

Course of Study: Degree:

Start Date: Graduation Date:
Degree No.3

Institution: Phone:

Campus Location:

Course of Study: Degree:

Start Date: Graduation Date:
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EMPLOYMENT HISTORY

(Start with your most recent employment history and list your last five positions. Attach a seperate page if necessary.)

Employer No.1

Company: Phone:

Company Address:

Reason for Leaving: Duties:

Start Date: End Date: Salary:

Employer No.2

Company: Phone:

Company Address:

Reason for Leaving: Duties:

Start Date: End Date: Salary:

Employer No.3

Company: Phone:

Company Address:

Reason for Leaving: Duties:

Start Date: End Date: Salary:

REFERENCES

(Please provide two Professional References to be completed by previous employers on attached Reference Forms.)

SIGNATURE

| hereby authorize release/review of my personal records to PRN Consultants for the purpose of rendering service. |
voluntarily consent to and authorize former or current employers, and its agents and employees, to furnish PRN
Consultants or any of its employees or agents any reference information concerning me, including achievement, wage
history, performance, attendance, personnel history, disciplinary information and reason for separation of employment,
relating to my employment with my former or current employer. | hereby release the former or current employer and its
agents and employees from all liability for damages or claims, including but not limited to defamation, interference with
contracts or prospective economic advantage or negligence | have or may have which arise or result from any reference
information provided pursuant to this authorization or any attempts to comply with this information. | agree to conduct
criminal background, drug and alcohol testing and credit reference information, if applicable. All statements made in this
application are true to the best of my knowledge. | understand that any false statements or implementations made by me
in this application or other documents may result in the cancellation of any scheduled shifts by the client.

Signature: Date:
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FIT TEST
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| have been trained in the use, limitations, and maintenance of the 3M 1860 Particulate Respirator:

Yes No Size:

| have passed the qualitative Fit Test: _ Yes No

Tested at (Hospital or Institution):

OR

| could not be Fit Tested due to:

If I did not take or pass the fit test, | should not wear the 3M 1860 particulate respirator and, therefore, cannot care for
patients under Airborne Precautions (TB Isolation).

If I gain or lose more than ten pounds, or if | have significant change in dental or facial structure (i.e. growing a beard), |
will contact Infection Control so that | can be fit tested again.

NAME:

SIGNATURE: DATE:







HIPAA STATEMENT

BUSINESS ASSOCIATE = I.C.
COVERED ENTITY = HOSPITAL OR INSTITUTION

IN THE EVENT THAT INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION AS DEFINED IN
THE STANDARDS FOR PRIVACY OF INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION, 45
C.F.R. PART 164.501 (“CONFIDENTIAL HEALTH INFORMATION”) IS DISCLOSED TO [BUSINESS
ASSOCIATE], UNDER THE TERMS OF THIS AGREEMENT, THE PARTIES AGREE THAT THESE
ADDITIONAL TERMS AND CONDITIONS SHALL APPLY:

1.

Definitions. For purposes of this Section, the following terms are defined as follows:

“disclosure or disclose” means, with respect to Confidential Health Information, the
release, transfer, or by any means, including, but not limited to, electronic transmission,
provision of access to, or divulging in any other manner of revealing such information to any
person(s) outside the entity that maintains the information.

“use” means, with respect to Confidential Health Information, the sharing, employment,
application, utilization, examination or analysis of such information within the entity that
maintains the information.

Obligations of [Business Associate]. [Business Associate] shall comply in all material
respects with the privacy standards of federal and state laws and regulations including but
not limited to HIPAA, and amendments and regulations thereto as may be promulgated from
time to time, when using or disclosing Confidential Health Information that it receives from
[Covered Entity] or from another person or entity on behalf of [Covered Entity]. Specifically,
[Business Associate] agrees to the following:

a. [Business Associate] shall use and disclose Confidential Health information received
from or on behalf of [Covered Entity] only to perform the Services outlined in this
Agreement.

b. [Business Associate] must put in place all precautions or safeguards necessary to

prevent Confidential Health Information from being used or disclosed except as
necessary to perform the Services of this Agreement.

C. [Business Associate] must immediately report to [Covered Entity] when [Business
Associate] uses or discloses or becomes aware that Confidential Health Information
has been used or disclosed except as provided for in this Agreement. [Business
Associate] must report such uses or disclosures to [Covered Entity]'s Chief
Information Officer or Chief Privacy Officer, or to another contact that [Covered
Entity] identifies in a written notice to [Business Associate].

d. If [Business Associate] discloses Confidential Health Information to subcontractors or
agents, [Business Associate] must require that those subcontractors or agents
comply with the restrictions, conditions and duties that apply to [Business Associate]
in this Agreement.

e. [Business Associate] shall establish and maintain appropriate procedures to give
individuals access to their Confidential Health Information. [Business Associate]
must follow the HIPAA Privacy Standards when it gives such access.





f. [Business Associate] shall make available its policies and procedures and books and
records, relating to its uses and disclosures of [Covered Entity]'s Confidential Health
Information, to the Secretary of DHHS so that the Secretary may determine whether
[Covered Entity] has complied with the HIPAA Privacy Standards.

g. When notified by [Covered Entity], [Business Associate] must make amendment or
corrections to any of [Covered Entity]’'s Confidential Health Information maintained by
[Business Associate].

h. When requested by [Covered Entity] or when this Agreement terminates, [Business
Associate] must return to [Covered Entity] all Confidential Health Information and
copies of that information in any form that it has received from or on behalf of
[Covered Entity]. [Business Associate] may ask to and may receive permission from
[Covered Entity] to destroy such Confidential Health Information and all copies. If
[Business Associate] destroys the Confidential Health Information, [Business
Associate] must certify such destruction to [Covered Entity]. If it is not feasible to
return or destroy the Confidential Health Information, [Business Associate] must
follow the restrictions of this Section regarding Confidential Health Information
retained, and must limit further uses and disclosures to those purposes that make
return or destruction feasible.

i. If [Covered Entity] requests, [Business Associate] shall provide to [Covered Entity] an
accounting of all [Business Associate]'s disclosures of Confidential Health
Information except for:

(i disclosures made to the individual who is the subject of the
Confidential Health Information;

(i) disclosures for treatment, payment and healthcare operations
purposes; and

(iii) disclosures for national security, intelligence, correctional or law
enforcement purposes.

Every accounting shall provide:
(i) The date of each disclosure;

(i) The name and address of the organization or person who received
the Confidential Health Information;

(iii) A brief description of the information disclosed; and

(iv) For disclosures other than those made at the request of the individual,
the purpose for which the information was disclosed or a copy of the
request or authorization for disclosure.

[Business Associate] shall provide the accounting to [Covered Entity] as soon as possible,
but at least within thirty (30) days from [Covered Entity]'s request. [Business Associate] shall
maintain a process to provide this accounting of disclosures for as long as [Business
Associate] maintains Confidential Health Information received from or on behalf of [Covered
Entity].





Indemnification. Notwithstanding anything in this Agreement to the contrary [Business
Associate] shall defend and indemnify [Covered Entity] from and against any and all claims,
damages, liabilities, losses and expenses (including reasonable attorney’s fees) based on or
arising out of the alleged or actual improper use or disclosure of Confidential Health
Information by [Business Associate] or any of its subcontractors or agents. This
indemnification obligation shall not be subject to any limitations of liability or other similar
provisions in the Master Agreement or any Supplement or any other Amendment. If
[Covered Entity] requires, [Business Associate] shall obtain and maintain insurance
coverage (if available) against improper uses and disclosures of Confidential Health
Information by [Business Associate] naming [Covered Entity] as an additional insured.
Promptly following [Covered Entity]'s written request, [Business Associate] shall deliver to
[Covered Entity] a certificate evidencing [Business Associate]’s maintenance of such
insurance.

Remedies Upon Breach or [Covered Entity]’s Suspicion of Breach. Upon a breach or a
suspected breach by [Business Associate] of any requirement of this Section of the
Agreement, [Covered Entity], at its option, may require [Business Associate] to:

a. Furnish to [Covered Entity] copies of its practices and procedures and books and
records to facilitate [Covered Entity]'s mitigation of damages arising from an
improper use or disclosure by [Business Associate];

b. Exercise all reasonable efforts to retrieve improperly used or disclosed Confidential
Health Information.

C. Establish and adopt new practices, policies and procedures to assure that
Confidential Health Information is not used or disclosed in the future in violation of
HIPAA Privacy Standards;

d. Comply with all auditing or reporting requests by [Covered Entity] to demonstrate
[Business Associate]'s compliance with the HIPAA Privacy Standards; and

e. Take such other actions as [Covered Entity] may reasonably require.

Effect of Termination. All rights duties and obligations relating to Confidential Health
Information set forth in this Section shall survive termination of this Agreement.

Business Associate

Signature

Date
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DATE LAST ATTENDED: INSERVICE PROGRAM:

PATIENT RIGHTS

FIRE AND SAFETY

HAZARDOUS MATERIAL AND WASTE DISPOSAL

PATIENT FALLS

MEDICATION ERRORS

UNIVERSAL PRECAUTIONS AND BLOODBOURNE PATHOGENS
AND AIDS AND INFECTION CONTROL

TB STANDARDS

LATEX SAFETY

HEALTH CARE VIOLENCE AND ABUSE

SEXUAL HARASSMENT

BODY MECHANICS AND ERGONOMICS

JCAHO NATIONAL PATIENT SAFETY GOALS

DIVERSITY IN THE WORKPLACE

NAME:

SIGNATURE: DATE:
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P PHYSICIAN'S
R STATEMENT
/V Consultants
NAME:
ADDRESS:

Please sign, stating that you have examined the above named individual and found her/him to be free from infection and
health conditions which would be of potential risk to patients or which might interfere with the performance of the person’s
duties as a healthcare worker, including, but not limited to the habituation or addiction to substances which may alter the
individual's behavior.

DATE OF PHYSICAL EXAM: URINE DRUG SCREEN RESULTS:

DATE & RESULTS OF PPD/MANTOUS/TB (YEARLY REQUIREMENT):

2" STEP PPD (WHERE REQUIRED) DATE & RESULTS:

IF PPD IS/HAS BEEN POSITIVE, A CHEST X-RAY IS REQUIRED.

ARE YOU HAVING FEVER, CHILLS, NIGHT SWEATS, PRODUCTIVE COUGH OR WEIGHT LOSS? = Yes __ No
DATE OF POSITIVE PPD: DATE AND RESULTS OF CHEST X-RAY:
COMMENTS:

PHYSICIAN NAME:
(PLEASE PRINT)
PHYSICIAN SIGNATURE: DATE:

PATIENT SIGNATURE: DATE:

In accordance with OSHA recommendations, hospitals are requiring a current titer or record of a titer drawn in nurse
profile prior to reporting to work for Rubella, Rubeola & Mumps (same as MMR), Varicella (same as chicken pox), and
Hepatitis B. Please have these titers drawn and submit lab report to PRN Consultants.

TITER DATE IMMUNE
RUBELLA ___YES __ NO
RUBEOLA ~_YES ___NO
MUMPS __YES ___NO
VARICELLA YES NO

HEPATITIS B YES NO
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AUTHORIZATION TO PROVIDE REFERENCE INFORMATION

Please print the name, address, and phone number of your previous employer reference below.

To: Attention:

(I hereby grant permission for PRN Consultants to
obtain information regarding my employment.)

My Social Security Number is:

Phone: | was employed from to

Nurse’s Name (Print) Signature of Nurse Date

Dear Employer:

The above named nurse has applied to us for placement and we would appreciate any references you would be able to
provide.

Would you please rate the nurse on the following:

Excellent Good Fair Poor
Attendance
Punctuality
Quality of Work
Performance
Skill
Attitude
Initiative
Adaptability
Appearance
Co-operation

Type of work performed:

Would you rehire this employee: Yes No

Any additional information you feel will be helpful to us:

Signature Title Date

We sincerely appreciate your cooperation.
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AUTHORIZATION TO PROVIDE REFERENCE INFORMATION

Please print the name, address, and phone number of your previous employer reference below.

To: Attention:

(I hereby grant permission for PRN Consultants to
obtain information regarding my employment.)

My Social Security Number is:

Phone: | was employed from to

Nurse’s Name (Print) Signature of Nurse Date

Dear Employer:

The above named nurse has applied to us for placement and we would appreciate any references you would be able to
provide.

Would you please rate the nurse on the following:

Excellent Good Fair Poor
Attendance
Punctuality
Quality of Work
Performance
Skill
Attitude
Initiative
Adaptability
Appearance
Co-operation

Type of work performed:

Would you rehire this employee: Yes No

Any additional information you feel will be helpful to us:

Signature Title Date

We sincerely appreciate your cooperation.






Department of Homeland Security
U.S. Citizenship and Immigration Services

OMB No. 1615-0047; Expires 06/30/08
Form 1-9, Employment

Eligibility Verification

Instructions
Please read all instructions carefully before completing this form.

Anti-Discrimination Notice. It is illegal to discriminate against
any individual (other than an alien not authorized to work in the
U.S.) in hiring, discharging, or recruiting or referring for a fee
because of that individual's national origin or citizenship status. It
is illegal to discriminate against work eligible individuals.
Employers CANNOT specify which document(s) they will accept
from an employee. The refusal to hire an individual because the
documents presented have a future expiration date may also
constitute illegal discrimination.

What Is the Purpose of This Form?

The purpose of this form is to document that each new
employee (both citizen and non-citizen) hired after November
6, 1986 is authorized to work in the United States.

When Should the Form 1-9 Be Used?

All employees, citizens and noncitizens, hired after November
6, 1986 and working in the United States must complete a
Form I-9.

Filling Out the Form 1-9

Section 1, Employee: This part of the form must be
completed at the time of hire, which is the actual beginning of
employment. Providing the Social Security number is
voluntary, except for employees hired by employers
participating in the USCIS Electronic Employment Eligibility
Verification Program (E-Verify). The employer is
responsible for ensuring that Section 1 is timely and
properly completed.

Preparer/Translator Certification. The Preparer/Translator
Certification must be completed if Section 1 is prepared by a
person other than the employee. A preparer/translator may be
used only when the employee is unable to complete Section 1
on his/her own. However, the employee must still sign
Section 1 personally.

Section 2, Employer: For the purpose of completing this
form, the term "employer" means all employers including
those recruiters and referrers for a fee who are agricultural
associations, agricultural employers or farm labor contractors.

Employers must complete Section 2 by examining evidence
of identity and employment eligibility within three (3)
business days of the date employment begins. If employees
are authorized to work, but are unable to present the required

document(s) within three business days, they must present a
receipt for the application of the document(s) within three
business days and the actual document(s) within ninety (90)
days. However, if employers hire individuals for a duration of
less than three business days, Section 2 must be completed at
the time employment begins. Employers must record:

1. Document title;

Issuing authority;

Document number;
Expiration date, if any; and
The date employment begins.

ok~ wn

Employers must sign and date the certification. Employees
must present original documents. Employers may, but are not
required to, photocopy the document(s) presented. These
photocopies may only be used for the verification process and
must be retained with the Form 1-9. However, employers are
still responsible for completing and retaining the Form 1-9.

Section 3, Updating and Reverification: Employers must
complete Section 3 when updating and/or reverifying the Form
1-9. Employers must reverify employment eligibility of their
employees on or before the expiration date recorded in Section
1. Employers CANNOT specify which document(s) they will
accept from an employee.

A. If an employee's name has changed at the time this
form is being updated/reverified, complete Block A.

B. If an employee is rehired within three (3) years of the
date this form was originally completed and the
employee is still eligible to be employed on the same
basis as previously indicated on this form (updating),
complete Block B and the signature block.

C. If an employee is rehired within three (3) years of the
date this form was originally completed and the
employee's work authorization has expired or if a
current employee's work authorization is about to
expire (reverification), complete Block B and:

1. Examine any document that reflects that the
employee is authorized to work in the U.S. (see
List A or C);

2. Record the document title, document number and
expiration date (if any) in Block C, and

3. Complete the signature block.

Form 1-9 (Rev. 06/05/07) N





What Is the Filing Fee?

There is no associated filing fee for completing the Form 1-9.
This form is not filed with USCIS or any government agency.
The Form 1-9 must be retained by the employer and made
available for inspection by U.S. Government officials as
specified in the Privacy Act Notice below.

USCIS Forms and Information

To order USCIS forms, call our toll-free number at 1-800-870-
3676. Individuals can also get USCIS forms and information
on immigration laws, regulations and procedures by
telephoning our National Customer Service Center at 1-800-
375-5283 or visiting our internet website at www.uscis.gov.

Photocopying and Retaining the Form 1-9

A blank Form 1-9 may be reproduced, provided both sides are
copied. The Instructions must be available to all employees
completing this form. Employers must retain completed Forms
I-9 for three (3) years after the date of hire or one (1) year
after the date employment ends, whichever is later.

The Form 1-9 may be signed and retained electronically, as
authorized in Department of Homeland Security regulations
at 8 CFR § 274a.2.

Privacy Act Notice

The authority for collecting this information is the
Immigration Reform and Control Act of 1986, Pub. L. 99-603
(8 USC 1324a).

This information is for employers to verify the eligibility of
individuals for employment to preclude the unlawful hiring, or
recruiting or referring for a fee, of aliens who are not
authorized to work in the United States.

This information will be used by employers as a record of
their basis for determining eligibility of an employee to work
in the United States. The form will be kept by the employer
and made available for inspection by officials of U.S.
Immigration and Customs Enforcement, Department of Labor
and Office of Special Counsel for Immigration Related Unfair
Employment Practices.

Submission of the information required in this form is
voluntary. However, an individual may not begin employment
unless this form is completed, since employers are subject to
civil or criminal penalties if they do not comply with the
Immigration Reform and Control Act of 1986.

Paperwork Reduction Act

We try to create forms and instructions that are accurate, can
be easily understood and which impose the least possible
burden on you to provide us with information. Often this is
difficult because some immigration laws are very complex.
Accordingly, the reporting burden for this collection of
information is computed as follows: 1) learning about this
form, and completing the form, 9 minutes; 2) assembling and
filing (recordkeeping) the form, 3 minutes, for an average of
12 minutes per response. If you have comments regarding the
accuracy of this burden estimate, or suggestions for making
this form simpler, you can write to: U.S. Citizenship and
Immigration Services, Regulatory Management Division, 111
Massachusetts Avenue, N.W., 3rd Floor, Suite 3008,
Washington, DC 20529. OMB No. 1615-0047.

EMPLOYERS MUST RETAIN COMPLETED FORM 1-9

Form 1-9 (Rev. 06/05/07) N Page 2
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OMB No. 1615-0047; Expires 06/30/08

Department of Homeland Security Form 1-9, Employment

U.S. Citizenship and Immigration Services El Iglblllty Verification
-

Please read instructions carefully before completing this form. The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work eligible individuals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification. To be completed and signed by employee at the time employment begins.

Print Name: Last First Middle Initial Maiden Name
Address (Street Name and Number) Apt. # Date of Birth (month/day/year)
City State Zip Code Social Security #
i | attest, under penalty of perjury, that | am (check one of the following):
I'am aware that federal law provides for |:| A citizen or national of the United States

imprisonment and/or fines for false statements or [[] Alawful permanent resident (Alien #) A
use of false documents in connection with the

) ) [ ] Analien authorized to work until
completion of this form.

(Alien # or Admission #)
Employee's Signature Date (month/day/year)

Preparer and/or Translator Certification. (To be completed and signed if Section 1 is prepared by a person other than the employee.) | attest, under
penalty of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 2. Employer Review and Verification. To be completed and signed by employer. Examine one document from List A OR
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number and
expiration date, if any, of the document(s).

List A OR List B AND ListC

Document title:

Issuing authority:

Document #:

Expiration Date (if any):

Document #:

Expiration Date (if any):

CERTIFICATION - I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on

(month/day/year) and that to the best of my knowledge the employee is eligible to work in the United States. (State
employment agencies may omit the date the employee began employment.)

Signature of Employer or Authorized Representative Print Name Title

Business or Organization Name and Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 3. Updating and Reverification. To be completed and signed by employer.
A. New Name (if applicable) B. Date of Rehire (month/day/year) (if applicable)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment eligibility.

Document Title: Document #: Expiration Date (if any):

| attest, under penalty of perjury, that to the best of my knowledge, this employee is eligible to work in the United States, and if the employee presented
document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Date (month/day/year)

Form 1-9 (Rev. 06/05/07) N





LISTS OF ACCEPTABLE DOCUMENTS

LIST A
Documents that Establish Both

LISTB

Documents that Establish

LISTC
Documents that Establish

Identity and Employment Identity Employment Eligibility
Eligibility OR AND
U.S. Passport (unexpired or expired) 1. Driver's license or ID card issued by 1. U.S. Social Security card issued by

a state or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height,
eye color and address

the Social Security Administration
(other than a card stating it is not
valid for employment)

. Permanent Resident Card or Alien

Registration Receipt Card (Form
1-551)

2. ID card issued by federal, state or
local government agencies or
entities, provided it contains a
photograph or information such as
name, date of birth, gender, height,
eye color and address

Certification of Birth Abroad
issued by the Department of State
(Form FS-545 or Form DS-1350)

. An unexpired foreign passport with a
temporary 1-551 stamp

3. School ID card with a photograph

Original or certified copy of a birth
certificate issued by a state,
county, municipal authority or
outlying possession of the United
States bearing an official seal

. An unexpired Employment 4. Voter's registration card 4. Native American tribal document
Authorization Document that contains
a photograph » »
(Form 1-766, 1-688, 1-688A, 1-688B) 5. U.S. Military card or draft record 5. U.S. Citizen ID Card (Form 1-197)
. An unexpired foreign passport with 6. Military dependent's ID card 6. 1D Card for use of Resident

an unexpired Arrival-Departure
Record, Form 1-94, bearing the same
name as the passport and containing
an endorsement of the alien's
nonimmigrant status, if that status
authorizes the alien to work for the
employer

7. U.S. Coast Guard Merchant Mariner
Card

Citizen in the United States (Form
1-179)

8. Native American tribal document

9. Driver's license issued by a Canadian
government authority

Unexpired employment
authorization document issued by
DHS (other than those listed under
List A)

For persons under age 18 who
are unable to present a
document listed above:

10. School record or report card

11. Clinic, doctor or hospital record

12. Day-care or nursery school record

Illustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274)
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